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 R 000 INITIAL COMMENTS  R 000

This state Residential finding is cited in 

accordance with 410 IAC16.2.

 

 R 241 410 IAC 16.2-5-4(e)(1) Health Services - Offense

(e) The administration of medications and the 

provision of residential nursing care shall be as 

ordered by the resident ' s physician and shall be 

supervised by a licensed nurse on the premises 

or on call as follows:

(1) Medication shall be administered by licensed 

nursing personnel or qualified medication aides.

This RULE  is not met as evidenced by:

 R 241

Based on record review and interview the 

residential facility failed to follow physician orders 

for medication administration, for 1 of 7 residents 

reviewed for medication administration in a 

sample of 7. ( Resident # 90) 

Findings include:

The  record for Resident # 90, was reviewed on 

5/9/13 at 2:00 p.m.

Current diagnosis for Resident # 90 included, but 

were not limited to, hypertension, chronic kidney 

disease, congestive heart failure, and  diabetes 

mellitus.

A medication administration record, dated for the 

month of March 2013, indicated the following:

Carvedilol 25 milligrams (MG) 1 tablet oral twice 

daily for essential hypertension, scheduled for 

8:00 a.m. and 8:00 p.m. 

Carvedilol 12.5 MG 1 tablet oral as needed (PRN) 

twice daily for systolic blood pressure (SBP) 
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 R 241Continued From page 1 R 241

greater than 140 and pulse greater than 70 at 

8:00 a.m. and 8: 00 p.m.

The record indicated on 3/9/13 at 8:00 a.m., 

Resident # 90 did not receive Carvedilol 12.5 mg 

as ordered by the physician. The resident's blood 

pressure (BP) reading at that time was 168/96 

and pulse reading of 82.  Resident #90 was not 

given PRN Carvedilol 12.5 mg tablet as ordered 

by physician.  

The record indicated on 3/23/13 at 8:00 a.m., 

Resident #90 did not receive Carvedilol 12.5 mg, 

as ordered by physician. The resident's blood 

pressure (BP) reading at the time was 180/101 

and pulse reading of 80. Resident #90 was not 

given PRN Carvedilol 12.5 mg tablet as ordered 

by physician.  

During interview, on 5/9/13 at 2:45 p.m., with the 

DON and Administrator, it was confirmed that the 

medication Carvedilol 12.5 MG tablet was not 

given as ordered by the physician for resident # 

90 on 3/9/2013 and 3/23/13.
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